WI!I’I‘E'.PI',AI"NLY-—'-USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF

HEDSEP 30 195

STANDARD CERTIFICATE OF DEATH
REG. DIST. uo.é)—_q-_t"_rmunv REG. DIST. no%’o_g—‘i

32084

5tate File No.wrsrvessmrrssossmssssrssnisen

Kegistrar'a N n./i:.z...‘.iz.;_...m-_.

- BIRTH NO,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wi d 4 lived. If Ioetl ideboe before
a. COUNTY Ra.nd.olph a. STATE MO. b. cemiton adunimion).
b. CI1';Y (I outside corpurste Umits, write nmt.ndmmm c. LENETH OF ¢. CITY (If outebde oorporate limits, writs RURAL aad ghre townehip) :z/ O

0w Moberly,Mo. §r6 2t it g oW Rural Keyte sville,‘l'wp
d. FULL NAME OF (I tot in boapital or | lon, glve strect address or location) d. STREET (If turs, alve location) /
HOSPITAL ADDRESS
INSTITUTION Woodland Hoapital 2=Mileg 8,0f Kaytesville,

3.;54%:&&% 9%':3 8. (First) b. (Middle) c. {Last) 4. DAT‘E (Mcnth) (Day) (Year)
(Twpeor ity Dannie e et e e Bentley oA Sept,18th,1952

8. SEX 0 6. COLOR OR RACE | 7. MAR}}’}EB NEVEECaEISRgII”EdPM 8, DATE OF BIRTH 9. ':EE un")n- .:“Il::l 1 YEAR l'! DWOER uun;s.
Male = | White arrle 7" | Aug,.25th,1877| 75 "6 12 |™ | ™

10a. UE:J::O&E:UPATION (Gw-m;;r;:l; 10b. KIND OF BUSINESS OR IN- | 11.. BIRTHPLACE (State or forelen country) C/ 12, CLTIZERI'\}OFWHAT
e m "oT , STEn
Farmer % Laborer | Section,Wabaeh {R.R. Keytesville,Mo <B.A,

13b. MOTHER'S MAIDEN NAME

Emely Latham

13a. FATHER'S NAME

Dannie Bentley

16. SOCIAL SECURITY

499-09-40%

IS. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Y .or unkrown} | (If yes. give war or dates of service)
N o

7. INFORMANT

Josephene Bentley,Keyteaville,b Mo,

14. NAME OF HUSBAND OR WIFE

| _Josephene Banderseon

S SIGNATURE OR NAME ADDRESS

. Enter only onecsuss per

18, CAUSE OF DEATH
1. DISEASE OR CONDITION

Iine far (a), (b, and (¢) DIRECTLY LEADING TO DEATH® ()

*This does not mean ANTECEDENT CAUSES

MEDICAL CERTIFICATION

INTERVAL BETWEEN

ONSE zﬂb DEATH

Morbid conditions, if any, giving DUE TO (b)
rise to the above cxuse (a) stating

the mode of dying, such
or heart fallure, asthenia,

e, It meana the dis- | the underlying couse last. - T e L P - T A - T e
case, injury, or complica- - DUE TO (c) — - - -
tion which caured death. | 11. OTHER SIGNIFICANT CONDITIONS + " 7% L

Conditions eontributing to the death bul not
related to the dizease or condition causing death.

19a, DATE OF'OP.II-;%’I«G~ 15b. MAJOR FINDINGS OF OPERATION® * .+ =% o .2 - »mo_. ot 33’ LT 20. AUTOPSY?
I
TR )< 'r:s[:] uom#

218, ACCIDENT (Bpecity) 21b, PLACEOF INJURY (ax., in oraboct | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE boma, farm, fastory, street, office bldg..et0} PE £ - .

HOMICIDE
21d. TIME (Month) (Day) (Year) (Houn | 21s. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

. N WHILE AT NOT WHILE
INJURY WORK AT WORK -

2. I hereby certx .th I attended {he deceased from . .,
alive on Z‘ZLL, 192247 and that death oceurred ot

1915_5" that I last saw the deceased

19440, to %&L 282y
m., frord the causes and on the date stated above.

t

3. DATE SIGNED

w o 72, h:/i_

B, SIGN£TUR€ @ }{ . a (Degres o :iue} J_?B"/.[BDRES

RIAL. CREMA. | 24b. D. 24c. NAME OF CEMETERY OR

"%r”fa‘i‘“’""" Sept,20th,1052 _Asbury Cemetenrs

DATE REC'D BY I.DC.AL ISTRAR" SIGNFLI'URE .23?
ti Q&QI e DA ':I:(!'ﬂf

Cf'/;l.o‘/s'

(Ticensed Embalmer’s Stst

EMATORY -+

25 FUNERAL DIRECTOR'S SIGNATURE kbbﬁgi

24d.AOCATION (Olty, town, or oounty') 7 (State)

e s E Y VEBVLile, 0,

on Revgrse Side)




Ty I ey

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me osby—_ oo
Student Esbsiesro.

working under my personal supervision.

SRTUGEAE e vueneerensnrrereensnnneenensennns smm.....ﬁfﬁ_ﬁmjz:mm“_...._-__._..,_."

Student Enbalmr
Licenzed Embalmer No. _QJ‘#&_ .........................
P. Q. Address% m# R

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fadure to comply with
the above constitutes grounds for revocation of license,)

If this body is not embalmdd, fact should be so stated sbove, ' - - . .




